Purpose: To identify and describe, in a systematic way, the various academic discourses on the rationale for SDM in mental health care, and so provide a comprehensive account of the ways in which this emerging field is being conceptualised in the research literature.
Introduction
Shared Decision Making (SDM) is a process though which a person accessing health services and the clinician supporting them reach an agreed decision about the direction of care (Charles, Gafni, & Whelan, 1997) . It is a collaborative process which places equal value on the practitioner's scientific and clinical knowledge, and the personal experiences, goals and preferences of the individual ('experiential knowledge'). It is thought to be well established within general health services and there has been a large body of research reporting some evidence for the benefits of SDM within these settings, including reduced decisional conflict, and, amongst people accessing services, increased knowledge, satisfaction with care, participation in decision making and improved clinical outcomes (Austin, Mohottige, Sudore, Smith, & Hanson, 2015; Durand et al., 2014; Joosten et al., 2008) . Some have argued that SDM is particularly valuable when supporting someone who is experiencing 'chronic' health problems because, in these cases, decisions about care are likely to be made, revisited and revised on many occasions over a long period of time (McMullen, 2012) . SDM is also thought to address issues of paternalism and inequity of power within the therapeutic relationship, and so could support the implementation of recovery-focussed practice within mental health services (Deegan & Drake, 2006) . However, compared to other areas of physical health such as obstetrics, cardiovascular disorders and end of life care, SDM within mental health has received far less attention in the academic literature and is not a part of routine clinical practice (Blanc et al., 2014) . It has been suggested that there are unique challenges around the implementation of SDM in mental health because decisions are often complex, there isn't a strong evidence base for mental health interventions, some people may be too unwell to participate in the decision making process, and elements of coercion are a common part of practice in acute settings (Seale, Chaplin, Lelliott, & Quirk, 2006; Simmons, Hetrick, & Jorm, 2010) SDM is therefore an emerging area of interest in mental health care, which could form an important part of clinical practice, however the evidence for its impact on clinical and 'user' focussed outcomes and experiences of care is currently limited. The aim of our review is to identify and describe, in a systematic way, the various academic discourses on the rationale for SDM in mental health care. By doing this we provide a comprehensive account of the ways in which this emerging field is being conceptualised in the research literature; a prominent and influential source of knowledge and information. These discourses are important because they will shape how SDM is defined and how it is evaluated, and will also reveal ways of thinking and what is valued within the academic community (Hyland, 2004) .
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Method
Eligibility criteria
Our study aimed to review academic discourses on the rationale for shared decision making in mental health care published in scientific journals. We defined a 'rationale for shared decision making' as any argument or reason for shared decision making in mental health care outlined in a journal paper. This did not include raw data or findings reported in the result sections of primary research papers.
Inclusion criteria were: a) Includes at least one statement presenting a rationale for SDM in mental health care b) Available in printed or downloadable form c) Available in English Exclusion criteria were: a) Discusses the use of SDM in general health care only b) Reports data in the results section that points to the benefits of SDM, but is not presented as a rationale for SDM by authors (i.e. in the discussion or conclusion).
Search strategy and analysis
The databases PubMed, Embase, CINHAL and PsycINFO were searched from inception to July 2016 using search terms (outlined in Appendix 1) identified from the title, abstract or keywords. Retrieved studies were exported into RefWorks and duplicates were removed.
The search was completed by one reviewer (KJ), who screened titles and abstracts against the eligibility criteria ( Figure 1 ) Data were analysed using a thematic analysis which aimed to identify and describe different discourses on the rationale for shared decision making in mental health care. Data were extracted into a standardised data extraction form which contained fields representing the developing thematic framework, study information (authors, country, etc.) and research methodology. One reviewer (KJ) extracted the data and assessed eligibility of all relevant papers. A subsample of the extracted data (15 papers) were examined by a second reviewer (AQ) to determine the reliability of the final framework; there was 100% concordance between reviewers. Initial themes were developed through a preliminary analysis of eight key papers identified by the editors of this special edition and represented the different different discourses on the rationale for shared decision making in mental health care present in the literature. These themes were reviewed and discussed at a meeting between authors KJ and AQ and the editors, and it was agreed that they were a reliable and valid representation of these data. The themes were subsequently refined 4 Records identified through database search (n = 1,616)
Records after duplicate papers removed (n = 654)
Records screened (n = 654)
Records excluded (n = 354)
Full-text articles assessed for eligibility (n = 300)
Full-text articles excluded (n = 126)
Papers included (n = 175) through an iterative process during data extraction at regular meetings between the authors as new data emerged.
Results
A flow diagram outlining the study retrieval process is displayed in Figure 1 . The 175 papers included in our analysis comprised qualitative interview and focus group studies (n = 42), quantitative cross sectional surveys (n=27), quantitative analysis of transcripts from clinical consultations (n=5), evaluations of interventions (n=20), mixed methods research (n=5), narrative (n=43) and systematic (n=13) reviews, commentary or editorial pieces (n = 6), and studies using 'other' methods such as routine data analysis and case study research (n =5). Just under half of all studies were conducted in the USA, followed by Germany and the UK (Table 1) . Through our analysis we developed ten distinct but interrelated themes which capture the various academic discourses on the rationale for SDM in mental health care. These are outlined in Table 2 , along with their prevalence in the literature, and are described in more detail below. The most prevalent narrative within the academic literature positioned SDM as strongly aligned with the principles of person-centred care, user participation and personal recovery.
It was seen to embody the 'processes' underpinning these paradigms and SDM tools a way of actualising these principles by allowing practitioners to put them into practice (Adams & Drake, 2006; Drake, Deegan, & Rapp, 2010) . SDM was therefore viewed as being central to the 'modernisation' of mental health services, an important part of a larger movement concerned with the transformation of services from traditional 'paternalistic' approaches to care into those which prioritise the involvement and empowerment of people experiencing mental health challenges. Within these narratives some related this to an increased 'consumerism' within health services (McMullen, 2012; Woltmann & Whitley, 2010) . The term 'consumer' was frequently used in papers from the USA, which made up almost half of those included in this review (Table 1) 
SDM fosters adherence and engagement with mental health services
This was another dominant narrative, largely centred around engagement with medication, which was supported by citations of research illustrating that SDM can improve concordance within both mental health and general health services (e.g. Bauer et al., 2014; Loh et al., 2007) , the rationale being that if people are involved in decisions about their care, the chosen course of action is likely to be concordant with the values, preferences and needs of that individual, and so they are more likely to support the agreed course of action and follow it through. This was seen as the primary way in which SDM might improve clinical outcomes, and so is a compelling argument for its implementation, particularly given the high rates of disengagement, and discontinuation of medication with mental health services, often 8 attributed to a lack of person centered practice, and the adverse effects of psychiatric medication (Kaminskiy, 2015) . Whilst some papers called this 'engagement', 'follow through', or 'concordance' with care, SDM was most often described as increasing the 'likelihood of adherence to treatment' (e.g. Goldner et al., 2011; Loh et al., 2007) . However some authors were critical of this language because they felt it was not synonymous with the values of SDM. For example, because the term 'adherence' implies a rule is being followed (Mahone, Maphis, & Snow, 2016) , reinforces the power of the clinician, or does not recognise a decision to stop taking medicine as a rational choice, informed by lived experience (Deegan, 2007) . Others noted that 'adherence' is not the primary goal of most shared decision making interventions (Stein et al., 2013) and that non-adherence can indicate a breakdown of the decision making process so may be a positive outcome in cases where the care plan does not meet the goals of the individual (Hegedus & Kozel, Dec 2014; Seale et al., 2006) 
People who access mental health services want to be involved in decisions about their care
Evidence that the majority of people who access mental health services want to be involved would like (e.g. Butler, 2014; Hamann et al., 2008; Hetrick, Simmons, & Merry, 2008) .
Discourses on this theme often focussed on the 'multi-factorial and dynamic' nature of SDM preferences (Chong, Aslani, & Chen, 2013) , which are likely to change during different points in a person's recovery. Many authors argued this was particularly important to consider in mental health care because people are often supported by services over long periods of time, during which they are likely to experience many fluctuations in their mental health.
Authors therefore underlined the importance of discussing people's preferences for SDM and ensuring that these conversations are ongoing over time (e.g. Clarke, 2015) . There was some discussion not only of how preferences might vary over time, but also with different decisions, within different healthcare contexts, and between different groups. For example, a number of papers cited examples of how cultural factors, such as individualism vs collectivism, or perceptions of practitioners as figures of authority, can influence preferences for SDM (Clarke et al., 2015; Curtis et al., 2010; Patel, Bakken, & Ruland, 2008; Patel & Bakken, 2010) . Within these discourses a number of authors discussed a conceptual differentiation between the process of decision making and the final act of making the decision itself (Chong et al., 2013; De las Cuevas et al., 2012; McMullen, 2012) . For example, in one study 90% of participants wanted to be involved in decisions in their care, however 76% preferred to leave the final decision to the clinician (De las Cuevas et al., 2011) . In other studies however, the person accessing the service was almost always described as having the final say (McMullen, 2012; Woltmann & Whitley, 2010) . Whist it has been noted that some disagreement exists in this area (Kaminskiy, 2015) the most dominant narrative amongst papers in in our review was that the focus of SDM should be on the process of decision making, rather than consensus on the final decision.
Services have a legal and ethical obligation to implement SDM
Around a quarter of papers framed shared decision making as an 'ethical imperative' (Deegan, 2010) , citing key principles of biomedical ethics, such as self-determination over one's own body, and informed consent and choice, which were seen to be central to SDM.
Authors also highlighted how these principles are now becoming legal standards for medical care (Birkeland & Gildberg, 2016; Drake et al., 2010; Drake, Cimpean, & Torrey, 2009; Joosten et al., 2008; Joosten, de Jong, de Weert-van Oene, Sensky, & van der Staak, 2009 ). These arguments were not explored in-depth in these papers, however it was noted that there may be strong ethical arguments for a temporary shift to a paternalistic mode of decision making in cases where a person's insight is impaired (Seale et al., 2006) . This is discussed further (theme 9) below.
SDM is empowering
Also present in a quarter of papers was the discourse of empowerment. Authors described empowerment as being at the heart of SDM practice because SDM processes enable people to voice their experiences and desires, and allow them to take control over their care
and 'steer their own path of recovery' (Chan & Mak, 2012) . These key elements of SDM were also identified as being common themes within personal recovery narratives (Shepherd, Shorthouse, & Gask, 2014) and were thought to foster improvements in selfesteem, self-confidence and self-efficacy. In this way, shared decision making was viewed as being therapeutic in itself (Morant, Kaminskiy, & Ramon, 2015) and authors described how it can become an important part of the support offered by professionals, for example, by helping people who are depressed overcome feelings of helplessness (Raue et al., 2010) .
These narratives had links to those around following through with care (theme 2) because some believed the process of empowerment would lead to people feeling more able to take responsibility for their own care. It was hypothesised that this could be another mechanism through which SDM improves clinical outcomes (Edbrooke-Childs et al., 2016), and may also reduce self-stigma and stigmatising attitudes amongst professionals about the ability of people experiencing mental health challenges to participate in their care Butler, 2014; Hamann, Leucht, & Kissling, 2003; Patel et al., 2008) 6. SDM draws on experiential knowledge leading to better decisions about mental health care.
This narrative described experiential knowledge as being equally as important as scientific and clinical knowledge in the decision making process. Within this discourse, decisions in mental health care were described as being particularly 'complex', 'preference sensitive' and involving more 'decisional uncertainty' compared to those within general medicine (e.g. Adams, 2006; Betinger, 2014; Morant, 2015) . 
SDM protects against coercion present in the mental health system
These narratives presented SDM as an 'emancipatory' practice (Deegan, 2007) , which counteracts 'coercion' and 'power asymmetry' inherent within the mental health system. This notion of power was identified as a unique characteristic of mental health care, largely due to Mental Health Act legislation which was seen to create a specific 'legal context' not present within other health services (Beitinger, Kissling, & Hamann, 2014; Kaminskiy, 2015; Morant et al., 2015) . For example, because mental health treatment can be enforced against a person's will through the use of community treatment orders or compulsory detention in hospital. Even if this legislation was not actively enforced, authors described how an implicit threat, or fear, of coercion can be a barrier to open and honest discussions about an individual's mental health and can stop them from playing an active part in decisions about their care (Deegan, 2007; Morant et al., 2015) . By recognising people accessing mental health services as experts alongside clinicians, promoting mutual respect, open and honest communication and a collaborative way of working, SDM was seen as a way for people to take back control (Hamann, Cohen, Leucht, Busch, & Kissling, 2007; Lee King et al., 2015; Simos, 2012) . Some also argued that the successful implementation of SDM could have a transformative impact on the 'professional identity' of psychiatry, distancing the profession from its historic reputation as an agent of social control and bringing it more in line with the rest of medicine by sharing ideals of good practice in relation to SDM (Quirk, Chaplin, Lelliott, & Seale, 2012) . It has, however, been questioned whether SDM is feasible during mental health crisis, or within acute settings, where people may be seen as too unwell to make informed decisions about their care, and where coercion or potential for coercion is part of everyday practice (Quirk et al., 2012; Seale et al., 2006; Stacey et al., 2016) 
SDM strengthens the therapeutic relationship
This rationale featured in just a few papers, and on the whole, was not explored in any detail.
This discourse involved descriptions of how SDM encompasses 'the cornerstones that form the basis of good therapeutic relationships' (Corrigan et al., 2012) , such as empathy, genuineness, trust and mutual understanding. As described above, SDM was seen to break down power imbalances and promote communication and collaboration between people who are experiencing mental health challenges and the clinicians supporting them. This was identified as an under-researched area (Eliacin, Salyers, Kukla, & Matthias, 2015) , however authors cited a small number of studies that found SDM had a positive impact on the therapeutic relationship (Bieber et al., 2006; Matthias et al., 2014) . Although there was some disagreement; for example one paper reported that psychiatrists felt people became 'more difficult' after they had received SDM training, and so suggested that SDM may introduce more conflict into these relationships (Hamann et al., 2011) .
People experiencing mental health challenges are able to be involved in decisions about their care
This discourse acted to counter narratives which questioned whether some people experiencing mental health challenges have the capacity to be involved in decisions about their care. Much of this debate centred around people with a diagnosis of schizophrenia (Chan & Mak, 2012) and this was presented as a unique challenge to SDM in mental health vs general health services because of the potential impact of the illness on an individual's cognitive functioning, capacity and insight (Kaminskiy, 2015; Seale et al., 2006) . Some authors suggested that SDM may not be possible during a mental health crisis, for example, when a person is refusing anti-psychotic medication during an acute psychotic episode, or when someone who is actively suicidal wants to be discharged from hospital (Hamann & Heres, 2014) . This discourse challenged these arguments by citing evidence that 'decision incapacity is the exception rather than the rule, even among people with psychotic conditions' (Deegan, 2014) . For example, that studies of informed consent (Roberts et al., 2002) , decisions around medication (Bunn, O'Connor, Tansey, Jones, & Stinson, 1997) or treatment goals (Becker & Drake, 2001) , have concluded that people who experience psychosis are able to make rational choices. Authors argued that because it is clinicians themselves who make decisions about capacity there is a risk of an abuse of power, for example because a clinician may assume a lack of capacity in cases where an individual disagrees with them about their care (Deegan, 2014; Morant et al., 2015) . Drawing comparisons with support for 'other patients' who may have limited education or learning difficulties, some argued that to ensure that all people accessing mental health services are able to participate, 'mental capacity development' should be incorporated into the SDM process (Drake et al., 2009; Gioia et al., 2014) . Several authors also suggested that advance directives could be used in cases where a person's capacity is severely limited (Drake et al., 2010; Drake et al., 2009; Ramos Pozon, 2016) .
SDM is cost effective
Five papers featured economic arguments for SDM, although one author noted that the evidence for the impact of SDM on mental health service costs is limited (Latimer, Bond, & Drake, 2011) . It was suggested that SDM may reduce costs by improving outcomes and so reducing use of mental health services, and that it may also decrease the costs associated with the use of psychotropic medications by reducing unnecessary, or unwanted prescriptions (Adams & Drake, 2006; De las Cuevas & Penate, 2014; Latimer et al., 2011; Mistler & Drake, 2008) .
Discussion
We identified ten distinct but interrelated themes which capture the various academic discourses on the rationale for SDM in mental health care. These discourses represent some compelling arguments for SDM from a range of different perspectives including ethical, clinical, 'user' focussed, economic and political, which are likely to speak to different audiences. For example, the cost-effectiveness discourse might resonate with policy makers and commissioners, while the adherence/engagement discourse may appeal most to clinicians. Whilst our findings do not indicate which rationales for SDM are the most robust (the focus of our review was content, not evidence), they do illustrate differences in the prevalence, or use, of these arguments within the literature, and so the potential strength of these discourses in terms of their value amongst researchers, and their influence within and outside of academia.
These discourses are situated within a specific socio-cultural and political context, and are largely comprised of accounts from 'Western' academics (Table 1) , and so may not 13 necessarily be representative of discussions around the rationales SDM within non-Western cultures. The most dominant narrative in the literature linked SDM to the recovery moment, person-centered care, and, in the US, an 'increased consumerisation' of health services (McMullen, 2012) , which are all seen as being part of a 'fundamental shift' in perceptions of mental illness and the delivery of mental health services across the Western world (Ramon, Healy, & Renouf, 2007) . In line with these recent advances in mental healthcare delivery, we found a substantial increase in the numbers of papers presenting arguments for SDM over the last ten years (Figure 1 ). We expect that the SDM discourses outlined in this paper will evolve over time alongside developments in mental health research, policy and practice.
A dominant narrative, present in just under half of all papers, focussed on the positive impact of SDM on adherence and engagement with mental health services. This was criticised by some authors who argued that 'adherence' is a paternalistic concept, and does not reflect the values of SDM (Hegedus & Kozel, Dec 2014; Mahone et al., 2016) . As outlined above, it is likely that this rationale will appeal most to clinicians, whilst people who are accessing mental health services may place more value on arguments around empowerment or improved therapeutic relationships, which were less prevalent in the literature. It is perhaps unsurprising that adherence/engagement is a strong academic discourse as the audience, or readership, of these journals is likely to comprise many more clinicians than people accessing mental health services, and many academics are clinicians themselves. However, we know from previous research that people experiencing mental health challenges often place value on different outcomes than clinicians (Crawford et al., 2011; Kabir & Wykes, 2010) , and that these are frequently neglected by researchers (Faulkner, 2015) . The academic literature is a prominent and influential source of knowledge, and so if much of the discussion and research evidence around SDM is in relation to adherence, then there is a risk that this becomes a defining feature, or focus of SDM itself. It is therefore important that academics place equal weight on 'user focussed' outcomes to ensure that new knowledge around SDM reflects the values and principles central to the approach, and the priorities of the people it ultimately aims to help.
We hope this paper will make readers more alive to which discourse or discourses they are operating in, especially when they are considering outcome measures. We have provided a comprehensive account of the arguments or hypotheses presented in the academic literature for the potential benefits of SDM, which could be a useful framework to support the selection of outcomes. For example, studies of the relationship between SDM and empowerment might include measures of self-esteem, self-efficacy or self-confidence, prominent in discourses of empowerment (theme 5), whilst those looking at the impact on the therapeutic relationship could examine empathy, trust or understanding (theme 8). Our findings could also help researchers think about the possible mechanisms of action for SDM, for example SDM may improve clinical outcomes by increasing engagement, or it might improve therapeutic relationships by protecting against coercion within mental health services.
These discourses present some compelling arguments for the implementation of SDM within mental health care, however more research is needed to illustrate if, and how, SDM shapes the experiences and outcomes of people experiencing mental health challenges. SDM is not a unitary phenomenon, and so more studies of naturally occurring decision-making in mental health settings are also needed, to help us better understand the skills participants use to make SDM feel like SDM, because without this, the benefits of SDM will be lost (Quirk et al., 2012) . Academic discourses around SDM have been criticised as presenting an 'idealised' view, far removed from the challenges and realities of routine clinical practice (Angell & Bolden, 2015) . Mental health service users are likely to meet practitioners in both routine encounters (e.g. outpatient consultations) and crisis situations (e.g. assessments for compulsory admission to hospital), and in some psychiatric contexts the threat of compulsion is overt or barely concealed, making the ideal of SDM very difficult to achieve (Quirk, 2015) . Indeed, there are instances where it can be argued that it is more ethical for the clinician to take a more directive approach in decision-making, if it were to prevent a mental health crisis leading to compulsory hospitalisation (ibid). There are likely to be many other barriers to SDM (discussed later in this edition, REF), however our findings suggest there might also be many benefits if they can be overcome.
Limitations
Ours was a review of content and not evidence so we are unable to make any conclusions about the strength of evidence for the rationales we have identified. Our review was restricted to peer reviewed publications and so different arguments for SDM may be presented in other sources of information, such as clinical text books, the grey literature or narratives from lived experience. The selection of papers was performed by one reviewer only. We only reviewed papers published in English, and, whilst there were few papers published in other languages, these may have offered a different perspective on SDM.
